Parotid tuberculosis remains a very rare localization in the Department of Otolaryngology and Cervico-Facial Surgery (ENT) sphere. It is presented in the form of a deceptive clinical picture causing confusion with other pathologies of the parotid gland, including tumor pathology. In addition, its lack of knowledge by practitioners increases the risk of missing the diagnosis. Often, the diagnosis is a histological surprise on a piece of excision after an exploratory parotidectomy. However, its treatment is primarily medical if the positive diagnosis is well established. We report medical observation of two new cases aged 44 and 45 respectively, who consult our center for parotid swelling. Radiological examinations were in favor o f intraparotid cystic lesions. Both patients benefited from an excision whose histopathological study was in favor of primary p arotid tuberculosis. The subsequent evolution was favorable under antituberculous treatment.
Introduction

Tuberculosis is a chronic granulomatous infection caused by
Mycobacterium tuberculosis or bovis that can affect all organs. Still a public health problem in Morocco, lung localization remains the main problem. At the level of the ENT sphere, lymph node involvement is the most frequent. The isolated location of tuberculosis in the salivary glands, especially the parotid gland, is extremely rare. There is no clinical, radiological or biological evidence to guide the diagnosis [1] .
Patient and observation
Observation 1: this was a 44-year-old woman, followed by iron deficiency anemia under iron supplementation, who developed an isolated swelling of the right parotid region, evolving for 5 months.
Clinical examination: The patient was in good general condition, apyretic. The tumefaction was pretragal and measured 3cm of long axis, firm, well limited, mobile and painless, associated with multiple, hard and fixed homolateral jugulodigastric adenopathies. The controlateral parotid was with no particularities. There was no chewing discomfort, no trismus or endobuccal pus exit, no peripheral facial paralysis, and the upper aerodigestive tract was free. At Parotid MRI (Figure 1 ), the lesions straddled between the superficial and deep lobe of the right parotid, oval 20/15mm. It shows a nodule with low intensity T1 signal, and increased T2 signal, enhanced after Gadolinium administration, with presence of multiple homolateral, right jugulodigastric adenopathies. Its characteristics were suspicious of malignancy. The rest of the biological evaluation was normal. Chest x-rays showed no evidence of a possible chest location.The diagnosis of parotid cancer has been strongly suspected. To obtain histological evidence, we decided to perform a partial exofacial parotidectomy with dissection and preservation of the facial nerve ( Figure 2 ).
Anatomopathological examination of the resected mass ( Figure 3) concluded a primary parotid and cervical lymph node tuberculosis.
This was confirmed by definitive histological examination. The patient was put on anti-bacillary treatment (2RHZ/4RH) for six months, with significant improvement 6 months after the end of treatment. However, CT is still limited [5] .
The cervico-facial MRI allows a good analysis of the parotid lodge and asserts the parotid nature of the lesion. It is considered superior to CT in the detection and analysis of a parotid tumor process. In the normal state, the parotid parenchyma shows a T1 signal more intense than the muscle but less than the peripheral fat. The glandular capsule appears fine and regular. In parotid tuberculosis, the lesion shows a low T1 signal, and high T2 signal, which can be delimited by a shell enhanced after injection of Gadolinium. However, this aspect is not specific. Other very frequent benign parotid tumors pose a problem of differential diagnosis, such as pleomorphic adenoma, which manifests itself by a low T1 signal and high T2 signal, always enhanced but sometimes heterogeneously [5, 6] . A chest X-ray should be requested 
